A randomized controlled trial evaluating a low-intensity interactive online parenting intervention, Triple P Online Brief, with parents of children with early onset conduct problems by Baker, Sabine et al.
Accepted Manuscript
A randomized controlled trial evaluating a low-intensity interactive online parenting
intervention, Triple P Online Brief, with parents of children with early onset conduct
problems
Sabine Baker, Matthew R. Sanders, Karen M.T. Turner, Alina Morawska
PII: S0005-7967(17)30025-6
DOI: 10.1016/j.brat.2017.01.016
Reference: BRT 3093
To appear in: Behaviour Research and Therapy
Received Date: 1 July 2016
Revised Date: 6 December 2016
Accepted Date: 27 January 2017
Please cite this article as: Baker, S., Sanders, M.R., Turner, K.M.T., Morawska, A., A randomized
controlled trial evaluating a low-intensity interactive online parenting intervention, Triple P Online Brief,
with parents of children with early onset conduct problems, Behaviour Research and Therapy (2017),
doi: 10.1016/j.brat.2017.01.016.
This is a PDF file of an unedited manuscript that has been accepted for publication. As a service to
our customers we are providing this early version of the manuscript. The manuscript will undergo
copyediting, typesetting, and review of the resulting proof before it is published in its final form. Please
note that during the production process errors may be discovered which could affect the content, and all
legal disclaimers that apply to the journal pertain.
M
AN
US
CR
IP
T
 
AC
CE
PT
ED
ACCEPTED MANUSCRIPT
Running head: TRIPLE P ONLINE BRIEF 1
 
 
 
 
 
 
A randomized controlled trial evaluating a low-intensity interactive online parenting 
intervention, Triple P Online Brief, with parents of children with early onset conduct 
problems 
 
 
Sabine Baker, Matthew R. Sanders, Karen M.T. Turner and Alina Morawska 
The University of Queensland  
 
Parenting and Family Support Centre  
School of Psychology  
The University of Queensland 
Brisbane QLD 4072  
Australia 
 
Corresponding author: 
Sabine Baker 
Ph: +61 7 3365 8870 
Fax: +61 7 3365 6724 
Email: Sabine.Baker@uq.edu.au 
  
M
AN
US
CR
IP
T
 
AC
CE
PT
ED
ACCEPTED MANUSCRIPT
Running head: TRIPLE P ONLINE BRIEF 2
Abstract 
Objective: This randomized controlled trial examined the efficacy of Triple P Online Brief, a 
low-intensity online positive parenting program for parents of children with early onset 
disruptive behavior problems. Method: Two hundred parents with 2–9-year-old children 
displaying early onset disruptive behavior difficulties were randomly assigned to either the 
intervention condition (n = 100) or a Waitlist Control group (n = 100). Results: At 8-week 
post-assessment, parents in the intervention group displayed significantly less use of 
ineffective parenting strategies and significantly more confidence in dealing with a range of 
behavior concerns. These effects were maintained at 9-month follow-up assessment. A 
delayed effect was found for child behavior problems, with parents in the intervention group 
reporting significantly fewer and less frequent child behavior problems at follow-up, but not 
at post-assessment. All effect sizes were in the small to medium range. There were no 
significant improvements in observed negative parent and child behavior. No change was 
seen for parents’ adjustment, anger, or conflict over parenting. Consumer satisfaction ratings 
for the program were high. Conclusions: A brief, low-intensity parenting program delivered 
via the Internet can bring about significant improvements in parenting and child behavior. 
 
Keywords: 
Parenting, behavioral family intervention, online intervention, child behavior problems, brief 
intervention 
 
Highlights: 
• Online parenting interventions are in their infancy, but show promising effects. 
• A brief online program is effective for parents of children with conduct problems. 
• The program improved dysfunctional parenting, parental confidence and child behavior. 
• Brief online parenting programs can be a valuable part of a public health approach. 
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Introduction 
Disruptive behavior disorders are among the most common reasons for referring 
children to mental health assessment and treatment, and also rank among the most serious and 
costly health problems (Cohen & Piquero, 2008). Prevalence rates have been estimated as 
5.7% for any disruptive disorder, 2.1% for Conduct Disorder (CD) and 3.6% for Oppositional 
Defiant Disorder (ODD) (Polanczyk, Salum, Sugaya, Caye, & Rohde, 2015). In addition to 
these severe problems, many parents report frequent milder disruptive child behaviors, such 
as losing their temper (16%), arguing with adults (17%) or refusing to cooperate with adults 
(13%) (Sanders, Markie-Dadds, Rinaldis, Firman, & Baig, 2007). Short- and longer-term 
consequences for the children themselves, their families and society are severe. Behavioral 
difficulties in early childhood are predictive of a range of difficulties throughout childhood, 
adolescence and adulthood. These include poor academic achievement (Brennan, Shaw, 
Dishion, & Wilson, 2012), peer relationship difficulties (Kouros, Cummings, & Davies, 2010) 
and antisocial behavior (Trentacosta & Shaw, 2009), as well as teenage pregnancy, criminal 
behavior, drug abuse, unemployment, and mental health problems (Kosterman et al., 2009; 
van der Molen et al., 2015). Because of the wide-ranging implications, early intervention is 
both desirable and justified, even for children who do not meet diagnostic criteria for a 
clinical diagnosis of ODD or CD. 
Behavioral Parent Training and its Limitations 
Behavioral parent training is widely recognized as one of the most effective ways of 
preventing and treating child behavior problems. Behavioral family interventions based on 
social learning and cognitive-behavioral principles have established a good evidence base 
(e.g., Comer, Chow, Chan, Cooper-Vince, & Wilson, 2013; Dretzke et al., 2009; Epstein, 
Fonnesbeck, Potter, Rizzone, & McPheeters, 2015; Kazdin & Blase, 2011), however, their 
usefulness is limited due to a number of factors. Few parents participate in parenting 
programs (Sanders et al., 1999), and participation rates are particularly low for parents of 
children with significant behavior problems (Haggerty et al., 2002) or families that face 
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additional challenges like parental adjustment or relationship problems, living in adverse 
socio-economic circumstances, belonging to an ethnic minority group, or being affected by 
other physical or mental health problems (Kazdin & Wassell, 2000). Additionally, it is still 
not socially normative to seek assistance with parenting and there is often stigma attached to 
attending any type of parenting program (Koerting et al., 2013). Finally, the logistics of 
attending sessions (e.g., timing difficulties, cost, transport, child care) may prevent many 
parents from participating in programs (Whittaker & Cowley, 2012). This means that the 
majority of parents of children at risk of developing conduct problems do not access parenting 
interventions. 
A Public Health Approach to Parenting Support 
A promising trend in recent years has been the adoption of a public health approach to 
improve the quality of parenting at a population level and truly impact the rates of children 
developing these problems (Sanders, 2012). Population level approaches merge prevention 
with intervention programs and aim to make programs available universally as well as for at-
risk families specifically. A population level approach to parenting aims to include brief, cost-
efficient strategies with wider population reach than traditional intensive individual or group 
parenting programs. Self-administered programs are particularly well placed for inclusion in a 
public health approach as they are typically cost-efficient and remove many of the common 
barriers to program participation. Families can complete programs in their own homes, in 
their own time and at their own pace. Technology and web-assisted self-directed interventions 
can be particularly useful. They offer the possibility of incorporating interactive features and 
video-based modeling and may enhance the engagement of universal and at-risk populations 
(Jones, 2014).  
Technology-assisted Interventions for Parents 
Although research into parents’ use of technology has increased in the last decade, and 
technology-assisted interventions have been developed to support parents and children with a 
number of health issues (e.g., Ingersoll, Wainer, Berger, Pickard, & Bonter, 2016; Kaplan, 
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Solomon, Salzer, & Brusilovskiy, 2014; Wade, Carey, & Wolfe, 2006), there is a scarcity of 
rigorously evaluated programs for parents of children with CD, ODD or early onset emotional 
and behavioral problems. A recent literature review of studies that describe the application 
and evaluation of technology-assisted interventions for parents of 0–5-year-old children 
identified 48 studies (Hall & Bierman, 2015). Multiple forms of technology assistance were 
included, comprising web-based platforms, discussion forums, mobile devices, and video 
conferencing.  
Only three randomized controlled trials were identified that targeted parents of 
children with behavior problems. Firstly, Enebrink et al. (2012) evaluated the efficacy of a 
web-based program with additional email support and discussion forum based on the COMET 
parent management training program. Results indicated a significant decrease in reported 
child behavior problems for intervention group parents compared to control, with 
improvements maintained at 6-month and 18-month follow-up assessments (Hogstrom, 
Enebrink, Melin, & Ghaderi, 2015). The other two programs were technology-assisted 
versions of the Triple P – Positive Parenting Program. The first study evaluated the effect of 
watching a reality television series compared to watching the television series with self-
directed and web-based intervention support. Parents that received the additional support were 
more satisfied with the program and reported significantly fewer child behavior problems 
post-intervention, less parental conflict, and greater improvement in parenting practices 
(Calam, Sanders, Miller, Sadhnani, & Carmont, 2008). The second study investigated the 
efficacy of Triple P Online (TPOL), an eight-module online version of Standard Triple P, 
which includes videos, personalized activities, podcasts, printable forms and summaries as 
well as text and email reminders. Compared to an ‘Internet-use-as-usual’ control group, 
parents assigned to TPOL reported a decrease in dysfunctional parenting, parental anger and 
child behavior problems (Sanders, Baker, & Turner, 2012). All three technology-assisted 
programs included in Hall’s review described positive outcomes for parenting and child 
behavior, however, they also reported high attrition and relatively low program completion 
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(43% to 66% of users completed all modules).  
Although these rates are similar to or slightly higher than face-to-face attendance rates 
(Breitenstein, Gross, & Christophersen, 2014), they indicate either that programs are longer 
than they need to be, or that online programs also struggle to fully engage parents. This 
highlights the need to develop strategies and procedures to increase retention and program 
completion, particularly if the extent of improvement is associated with the number of 
sessions or modules completed by the parent. A study by Dittman, Farruggia, Palmer, 
Sanders, and Keown (2014) examined the extent to which session completion predicted post-
intervention child behavior and parenting outcomes after participation in Triple P Online. 
Results showed that the number of modules that a family completed predicted mother- and 
father-reported child behavior outcomes, as well as mother-reported ineffective parenting. 
Additionally, the provision of even briefer programs that are less taxing and time consuming 
could lead to the completion of the full, intended dose of an intervention and provide valuable 
information about the minimally sufficient dose to bring about significant change. 
A final study worth mentioning is a very recent RCT by Sourander et al. (2016) that 
examined the effectiveness of an 11-session Internet-assisted parent training program for 
parents of children with disruptive behavior problems screened from the population of 4-year-
olds attending annual child health clinic check-ups in Finland. The interactive program 
included weekly telephone coaching as well as two booster sessions between 6-month and 12-
month follow-up assessment. The intervention resulted in significant improvements in 
parenting skills and child externalizing problems at 12 months after randomization, compared 
to an education control group. These results are encouraging, however the intensity of an 11-
session intervention with phone support and booster sessions does not maximize the potential 
cost-effectiveness of web-based interventions and the field is yet to explore a minimal 
sufficiency approach to online parenting support. 
Triple P Online Brief 
The current research extends the existing literature on online parenting interventions 
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by evaluating the effects of a brief, low-intensity online parenting program, based on the 
established, evidence-based Triple P, with parents of children with early-onset conduct 
problems. Triple P is a multi-level system of interventions that comprises both universal and 
targeted interventions across five levels of increasing intensity that can be delivered in a 
variety of formats and settings (Sanders, 2012). One aim of the Triple P system is to offer the 
minimally sufficient support that a family needs. A number of brief, low-intensity 
interventions have been evaluated and proven effective in improving parenting and reducing 
child behavior problems, for example a self-help workbook (Morawska & Sanders, 2006), a 
TV series on parenting (Sanders, Montgomery, & Brechman-Toussaint, 2000), topic specific 
discussion groups (e.g., Joachim, Sanders, & Turner, 2010) and brief interventions delivered 
by primary care providers (Turner & Sanders, 2006). Considering the efficacy of brief, face-
to-face Triple P programs and the 8- module TPOL, an investigation of whether a briefer 
intervention can be effectively delivered via the Internet is warranted. Triple P Online Brief 
(TPOL Brief; Turner & Sanders, 2013) corresponds to a Level 3 intervention in Triple P’s 
multilevel system, which is a narrow focus parent skills training program designed for parents 
of children with mild to moderate conduct problems in specific problem areas. It was 
hypothesized that, compared to parents in a Waitlist Control condition (WLC), parents in the 
TPOL Brief condition would report 1) lower levels of disruptive child behavior; 2) lower 
levels of dysfunctional parenting; 3) higher parental efficacy in managing their child’s 
behavior; 4) improved parental adjustment, lower parental anger, and lower levels of conflict 
over parenting immediately post intervention and at 9-month follow-up assessment. 
Consumer satisfaction with the program and feedback regarding the intervention components 
were also obtained.  
Method 
Participants 
Participants were 200 parents with a 2–9-year-old child (M = 4.4, SD = 1.9) with 
elevated levels of emotional and behavioral problems (see Table 1 for key demographic 
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details of the sample). Target children (the child that the participant reported being most 
concerned about) were slightly more likely to be male (55%). The majority of children (78%) 
were living in an original family, 13% in a single parent household. Participants were mainly 
mothers (92%), living with a partner (married or de facto: 82%). The mean age for parents 
was 35.7 years (SD = 5.9, range 22–55 years). Employment status was similar to the general 
Australian population. The majority (44%) was working part-time; 32% were not working. As 
a national comparison, 37% of women are in part-time employment and 31% are not in the 
labor force (Australian Bureau of Statistics, 2016). However, the sample had relatively high 
educational attainment:  20% had completed high school or less compared to 43% of the 
general Australian population; 25% had technical college or apprenticeship qualifications and 
56% had a university degree, compared to 44% of the general population having a graduate 
certificate or university degree (Australian Bureau of Statistics, 2016). 
The sample included a significant proportion of parents who perceived themselves to 
be in economic adversity: 30% identified as poor or only just getting along financially; 20% 
had experienced a time during the previous 12 months where their household could not meet 
essential expenses; 46% indicated that after paying for essentials like food and housing, they 
only had enough money left over to purchase some of the things they really wanted. 
Regarding cultural background, 2.5% of participating families reported being of Aboriginal 
and/or Torres Strait Islander background; 25% were born overseas and 8% spoke a language 
other than English in the home. All participants reported accessing the Internet every day 
(96%) or several times a week. Seventy-five per cent of families had never accessed a 
parenting program before enrolling in this program. 
Recruitment 
Recruitment was conducted in school and childcare centers in South East Queensland, 
Australia. To promote participation of families from socio-demographically and culturally 
diverse backgrounds, recruitment specifically targeted lower SES suburbs as identified by the 
ABS Socio-economic Indexes for Areas (Australian Bureau of Statistics, 2011), as well as 
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non-profit agencies that serve ethnic and racial minorities. Expression of interest was by 
telephone or via a website developed for recruitment and screening purposes, and included a 
number of screening questions to assess eligibility. Eligibility criteria were: 1) a 2–9-year-old 
child for whom parents reported concerns about elevated levels of child behavioral or 
emotional problems; 2) parents identified at least one of four topics covered in the program 
(i.e., disobedience, fighting and aggression, going shopping, self-esteem) as an area of 
concern; 3) access to a computer and broadband Internet connection; and 4) the parent’s 
ability to read English at Year 5 level. The Total Scale of the Strength and Difficulties 
Questionnaire (Goodman, 1999) was used to determine the level of child difficulties. To 
ensure sufficient variation in the base rate severity of child behavior problems to enable 
moderator effects to be identified, children were included if they scored in the borderline 
clinical range or higher (a score of 14 or more). The exclusion criteria were: 1) the child had a 
disability including language and speech impairment; 2) the parents were currently seeing a 
professional for the child’s behavior difficulties; 3) the parents were receiving psychological 
help or counseling; or 4) the parents were intellectually disabled.  
Measures  
Demographics. Family demographic data were collected using the Family 
Background Questionnaire (FBQ; Turner, Markie-Dadds, & Sanders, 1996). Parents also 
completed questions about their Internet confidence and frequency of Internet use. 
Child behavior and parenting. The primary outcome measure for change in child 
behavior was the Eyberg Child Behaviour Inventory (ECBI; Eyberg & Pincus, 1999). The 
ECBI is a 36-item parent-report measure of perceptions of disruptive behavior in children 
aged 2–16 years. It includes a measure of the frequency of disruptive behaviors (Intensity 
scale) rated on a 7-point scale, and a measure of the number of behaviors that parents identify 
as a problem (Problem scale). Higher scores indicate greater child behavior problems. Both 
scales had good internal consistency in this sample (α = .89 and α = .88 respectively). 
The Child Adjustment and Parent Efficacy Scale (CAPES; Morawska, Sanders, 
M
AN
US
CR
IP
T
 
AC
CE
PT
ED
ACCEPTED MANUSCRIPT
Running head: TRIPLE P ONLINE BRIEF 11
Haslam, Filus, & Fletcher, 2014) is a parent-report questionnaire that measures child 
behavioral and emotional adjustment, and parental efficacy. The 26-item Behavioral Problems 
subscale assesses behavior concerns (e.g., My child rudely answers back to me) and 
behavioral competencies (e.g., My child accepts rules and limits), and the 4-item Emotional 
Problems subscale assesses emotional adjustment (e.g., My child worries). Items are rated on 
a 4-point scale (0 = Not true of my child at all to 3 = True of my child very much, or most of 
the time), with higher scores indicating greater problems. In the current sample, the CAPES 
had high internal consistency for the Behavioral (α = .86) and Emotional Problems subscales 
(α = .80). The 20-item Efficacy Scale measures parents’ level of confidence in managing 
child emotional and behavioral problems on a 10-point scale (1 = Certain I can’t deal with it 
to 10 = Certain I can deal with it), with higher scores indicating greater parent efficacy. In 
this sample, the Efficacy Scale had high internal consistency (α = .90).  
The primary outcome measure for changes in ineffective parenting was the Parenting 
Scale (PS; Arnold, O'Leary, Wolff, & Acker, 1993). This 30-item self-report questionnaire 
measures three dysfunctional discipline styles: Laxness (permissive discipline), Over-
reactivity (authoritarian discipline, anger, meanness and irritability) and Verbosity (long 
reprimands or reliance on talking), with higher subscale scores indicating more dysfunctional 
parenting practices. Items are rated on a 7-point scale with the most and least effective 
parenting strategy being the anchors. Internal consistency for the current sample was: Laxness 
(α = .85), Over-reactivity (α =.81), and Verbosity (α = .54). The Verbosity subscale generally 
has the lowest internal consistency (Arnold et al., 1993) and should be interpreted with 
caution. 
A Behavior Concerns and Parent Confidence Scale was created specifically for the 
study. Parents rate 11 common child behavior concerns in regard to how much of a problem 
each behavior currently is with their child (on a scale from 1 = Not at all to 4 = Very much), 
and how confident they are that they can successfully deal with this behavior, even if it is 
currently not a problem (on a scale from 1 = Certain I can´t do it to 10 = Certain I can do it). 
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The list of concerns includes the topics covered in the program (e.g., disobedience) as well as 
additional topics not specifically addressed by the program (e.g., mealtime problems). Total 
scores are obtained by summing the problem scores (Problem scale) and by summing the 
confidence scores (Confidence scale), respectively. The internal consistency of the scales for 
this sample was low (α = .43 and α = .70, respectively), so results should be interpreted with 
caution.  
The Parent–Child Play Task Observation System (PCPTOS; Rusby, Metzler, Sanders, 
& Crowley, 2015) was used to code observed parent-child interaction. The primary caregiver 
and target child were observed during a 30-minute clinic observation including different 
tasks: joint free-play; child following simple instructions; unstructured waiting time; and 
independent play while parent is busy (i.e., the parent completes a phone interview while the 
child is asked to play by themselves). These observation settings were selected to replicate 
experiences that occur regularly in family life. Video recordings of these observations were 
coded using the PCPTOS. Each interaction between the parent and child is coded in real time, 
using a four-digit code. The content of the behavior of the parent and child is coded as well as 
the affect or emotional state expressed. The code sequence consists of: Initiator—parent or 
child (first digit), Content (second and third digits), and Affect (fourth digit). The affect code 
was not used for this study. Content codes include social engagement codes (e.g., approval), 
parent directives (e.g., clear start directive) and child response to parent directives (e.g., non-
compliance), and physical codes (e.g., aversive contact). Coding hierarchies minimize using 
multiple codes for one behavior. Coding was carried out by three trained research assistants 
who were kept masked regarding participant experimental condition, assessment phase and 
reliability checks. Time unit inter-rater agreement was computed on a randomly selected 15% 
of observation sessions using GSEQ v5.1 with a tolerance window of 6 seconds (Bakeman, 
Quera, & Gnisci, 2009). The inter-rater agreement for content codes at baseline was 80% with 
a Kappa of .76. Individual codes were combined into two composite measures to investigate 
change of child and parent behaviors. The first composite measure, rate per minute of 
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observed child negative behaviors, was used to evaluate the effects of the intervention on 
levels of disruptive behavior. It consists of the codes: aversive verbal (e.g., swearing at the 
parent), complaint (e.g., ‘This is so boring.’), demanding (e.g., ‘Give me that car!’), 
interrupting (e.g., tugging at parent’s clothes while they are talking), inappropriate rule-
breaking behaviors (e.g., child throws toy across the room), noncompliance to parent’s 
directive, and aversive physical (e.g., biting). The second composite measure, rate per minute 
of observed parent negative, was derived to examine changes in ineffective parenting. It 
includes the codes parent aversive verbal (e.g., ‘You’re not trying hard enough.’), aversive 
directive (e.g., ‘Stop doing that, or I’ll lose it!’) and aversive physical (e.g., pulling child’s 
arm).  
Parental anger, conflict over parenting and parent adjustment. The Parental 
Anger Inventory (PAI; Sedlar & Hansen, 2001) assesses anger experienced in response to 
misbehavior in children aged 2–12 years. Parents rate 50 child-related situations as 
problematic or not (Problem scale), and the degree of anger evoked by each situation on a 
scale from 1 = Not at all to 5 = Extremely (Intensity scale), with higher scores indicating 
greater problems and more intense anger. The Problem and Intensity scales showed good 
internal consistency (α =.88 and α =.95, respectively) in the current sample. 
The Parent Problem Checklist (PPC; Dadds & Powell, 1991) is a 16-item self-report 
questionnaire that measures inter-parental conflict over child rearing (e.g., the extent to which 
parents disagree over rules and discipline, have open conflict over parenting issues, and 
undermine each other’s relationship with their children). The PPC yields an index of the 
number of problems (Problem scale), and an intensity rating for the problems listed (Extent 
scale). Both subscales had good internal consistency in this sample (α = .82 and .91, 
respectively). 
The Depression Anxiety Stress Scales-21 (DASS-21; Lovibond & Lovibond, 1995) is 
a short form of the original 42-item questionnaire that assesses symptoms of depression, 
anxiety, and stress in adults. Parents indicate the extent to which each item applied to them 
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over the past week, on a scale from 0 = Did not apply to me at all to 3 = Applied to me very 
much, or most of the time, with higher scores indicating poorer adjustment. The internal 
consistency of the scales was good in this sample (Depression α = .90, Anxiety a =.78, Stress 
α =.89).  
Program use and client satisfaction. An online reporting site was built to track and 
record patterns of program use. The parameters captured include website access date and time 
spent on each module. At post-assessment, intervention group parents were asked to indicate 
some details about their program use (e.g., which modules they accessed) and give feedback 
regarding several features of the online intervention (e.g., quality of video clips, level of 
difficulty of presented content, usefulness of provided resources) on a 5-point scale from 1 = 
Very poor/Not at all helpful/Strongly disagree to 5 = Very good/Very helpful/Strongly agree.  
The Client Satisfaction Questionnaire (CSQ; Sanders, Markie-Dadds, & Turner, 2012) 
is an 8-item survey that measures consumer satisfaction with the quality of service; and how 
well the program met the parent’s needs, increased the parent’s skills and decreased the 
child’s problem behaviors. Internal consistency was high in the current sample (α =.93).  
Design 
This study was a randomized, controlled trial employing a two group (intervention vs. 
control) by time (pre-intervention, post-intervention, 9-month follow-up) design. Families 
were randomly assigned to either the online intervention condition (TPOL Brief) or to 
Internet use as usual forming a Waitlist Control condition (WLC). Participants completed 
assessments at three time points: pre-assessment (on enrolment in the study), post-assessment 
(8 weeks later, when the intervention group’s program accounts expired), and at 9-month 
follow-up.  
Where both parents agreed to participate in the study, the parent who assumed primary 
responsibility for the child was designated as the “primary” participant, and completed all 
study assessment (including observations where applicable). Secondary participants were 
asked to complete parent-report questionnaires; however, this paper focuses on the outcomes 
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for the primary participant. 
Procedure 
This project followed the National Health and Medical Research Council's ethical 
guidelines for participation of human subjects. Ethics approval was received through the 
relevant ethics review committee and the project was prospectively registered with the 
Australian New Zealand Clinical Trials Registry (ID: ACTRN12613000025730). 
Before commencement of the study, the randomization allocation sequence was 
generated using a list of computer-generated random numbers in blocks of four. This 
sequence was concealed from any staff members involved in the study and held by personnel 
not involved in the research, who assigned participants to condition sequentially (in order of 
initial enrolment), and stratified for perceived financial comfort. Perceived financial comfort 
was determined based on the parent’s response to the question: ‘Given your current needs and 
financial responsibilities, how would you say you and your family are getting on?’ A 
dichotomous variable of high comfort (Prosperous, Very comfortable, Reasonably 
comfortable) vs. low comfort (Just getting along, Poor, Very poor) was derived and used for 
stratified allocation to condition. In addition, a randomly selected subsample of 50% of 
participants, equally distributed across the two groups, was assigned to complete the clinic 
observation procedure. Neither researchers nor participants were blinded to group allocation. 
Following screening, eligible parents were emailed a link to complete the pre-
intervention assessment and informed consent process online. Families assigned to the 
Waitlist Control condition were free to search the Internet for useful parenting information as 
they wished. Families assigned to the intervention condition were emailed individual log in 
details and were prompted to complete the online program within 8 weeks (at which time 
post-assessment was conducted regardless of the number of modules completed). Participants 
received an email from the project team to check they had received the log in details if they 
hadn’t activated their account after 1 week. During the 8-week intervention period 
participants were also contacted by email, and by phone if no response was received, if they 
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had not logged on to the program for 3 weeks. Only technical assistance was offered, no 
professional advice or guidance in regard to program content was given in any 
correspondence with participants. The online intervention was offered free of charge. Families 
received AUD $20 shopping vouchers as reimbursement for completing post- and follow-up 
assessments, and AUD $50 shopping vouchers for completing clinic observations. On 
completion of the study (i.e., after 11 months), participants in the control group were offered 
access to the online intervention. 
Intervention 
Triple P Online Brief (Turner & Sanders, 2013) is a low-intensity, self-administered 
online parenting program designed to be interactive, video-enriched, and personalized. It aims 
to promote positive parenting practices, including the use of positive attention and praise, 
teaching strategies, antecedent strategies to avoid problems in high-risk situations, and 
effective discipline for misbehavior. It incorporates elements designed to engage users and 
improve knowledge acquisition, positive self-efficacy, and behavior activation. These 
elements include: 1) a semi-structured pathway through the modules and user friendly 
navigation; 2) video-based modeling of parenting skills; 3) personalized content; 4) 
interactive exercises to prompt parental problem solving, decision making and self-regulation; 
and 5) downloadable resources. Users receive personal log in details and complete the 
program at their convenience. Cultural sensitivity is achieved through the use of multicultural 
video models and a self-regulatory framework that enables parents to select goals informed by 
their own values, beliefs and traditions.  
The five program modules are: Getting started with positive parenting; Disobedience; 
Fighting and aggression; Going shopping; and Self-esteem. The first module introduces 
positive parenting strategies and makes parents aware of parent traps. The remaining modules 
focus on examples of behavior-specific and setting-specific application of this knowledge and 
skill set. In order to encourage parents to generalize the skills learned, the program uses the 
principle of training sufficient exemplars so that knowledge is applied across diverse 
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parenting situations. Users are required to complete the first module before gaining access to 
the other modules. They can then complete as many additional modules as they choose, in 
their preferred order. For the purpose of this study users had access to the program for 8 
weeks and were encouraged to complete at least the first module and one of the additional 
topic-specific modules. 
Statistical Analyses  
Outcomes were analyzed using SPSS version 22. The analytic plan used an intent-to-
treat approach, including data for all participants who completed pre-assessment and were 
randomized, regardless of whether they commenced, completed the intervention, or 
completed the post-assessment or follow-up. An analysis of missing data (including missing 
data due to participant attrition) revealed that 11.09% of values were missing overall. Data 
points were missing completely at random, with Little’s MCAR test not reaching significance, 
χ
2
 (96294) = 36155.59, p = 1.000. Multiple imputations (MI) were used to estimate missing 
values (Schafer & Graham, 2002). In this study, the Markov Chain Monte Carlo method with 
100 iterations was used to produce five multiply imputed data sets. MI was carried out at the 
individual item level separately for each condition. The amount of missing data was 10.94% 
for the intervention group and 7.62% for the control group. All dependent variables were 
included in the imputation process, with age and gender of parent and child, marital status, 
Internet confidence and frequency of Internet use included as auxiliary variables.  
The impact of the intervention was assessed using a number of criteria. The first was 
the statistical significance of any differences between groups. Intervention effects were 
analyzed using a series of MANCOVAs and ANCOVAs, including pre-intervention levels of 
the outcome measures as covariates. ANCOVAs were conducted to examine effects on 
observed negative parent behavior and observed negative child behavior. MANCOVAs were 
conducted on each set of conceptually related dependent variables: parent-reported child 
behavior (ECBI Problem and Intensity scales); child adjustment and parent efficacy (CAPES 
Emotional, Behavioral and Efficacy scales); parenting style (PS Laxness, Over-reactivity and 
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Verbosity scales); behavior concerns and parent confidence (Problem and Confidence scales); 
parental anger (PAI Problem and Intensity scales); conflict over parenting (PPC Problem and 
Extent scales); parental adjustment (DASS-21 Depression, Anxiety and Stress scales). 
Significant multivariate effects were followed up with univariate ANCOVAs to determine 
which variables contributed to the effect.  
Due to MI, statistical analyses were performed for each imputed data set and means 
and standard errors were pooled. To the best of our knowledge, no consensus has been 
reached in the field on how to best pool results from F-tests and p-values for multivariate 
analyses of covariance, so ranges of results across multiply imputed data sets are reported. 
Pooled results of univariate ANCOVAs were obtained using the procedure suggested by van 
Ginkel (2014), including the SPSS syntax to adjust the degrees of freedom of the combined 
results. Effect sizes of the intervention were computed from the mean pre – post change (or 
pre – follow-up change for maintenance) in the intervention group minus pre – post change 
(or pre – follow-up change) in the control group, divided by the pooled pre-intervention 
standard deviation (Morris, 2008).  
The second criterion was clinical significance, indicating whether participants moved 
out of the clinical range from pre- to follow-up assessment (Kendall, Marrs-Garcia, Nath, & 
Sheldrick, 1999). Published clinical cut-offs were used.  
Finally, reliable change indices (RCI; Jacobson & Truax, 1991) were calculated, 
assessing whether the effects of the intervention were reliable. RCIs were calculated using the 
standard deviation of the WLC group scores at pre-intervention, and published test-retest 
reliabilities. Evaluations of reliable and clinically significant change were conducted on the 
pre- to follow-up data on variables with statistically significant maintenance effects. The 
proportion of reliably and clinically improved participants across the two groups was 
compared using chi square analyses. Again, ranges across the multiply imputed data sets are 
reported.  
Sample size. The study’s target sample size was determined based on the primary 
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outcome variable, child behavior difficulties, measured by the ECBI. On the basis of previous 
intervention studies using TPOL or brief, low-intensity versions of Triple P delivered face-to-
face, it was estimated that a sample of n = 79 per group would be needed to detect a medium 
effect with 80% power at a two-sided 5% significance level. The final sample of N = 200 
allowed for attrition of 20%. 
Results 
Preliminary Analyses 
Preliminary analyses were conducted to confirm the equivalence of the conditions at 
pre-test on all outcome and demographic variables, using ANOVA for continuous variables, 
and chi-square test for categorical variables (see Table 1 for demographic variables). No 
significant differences were found between conditions on any variable, indicating that the 
randomization resulted in comparable groups on socio-demographic measures and the 
intensity of presenting problems. Nevertheless, pre-intervention scores were used as 
covariates in subsequent analyses to control for any differences. 
Retention Rates 
Figure 1 presents the CONSORT diagram of participant flow through the study: 200 
families were randomly allocated to TPOL Brief (n = 100) or WLC (n = 100). Questionnaire 
assessment was completed by 185 primary parents (TPOL Brief n = 91, WLC n = 94) at post-
assessment, representing a retention rate of 92.5%. The 9-month follow-up assessment was 
completed by 162 participants (81%; TPOL Brief n = 78, WLC n = 84). There were no 
significant differences in the rates of attrition across the two groups at post, χ2 (1) = .649, p = 
.421, or at follow-up χ2 (1) = 1.170, p = .279. Of the 97 parents that completed the clinic 
observation procedure at pre-assessment (TPOL Brief n = 48, WLC n = 49), 90 (93%) 
completed it at post-assessment (TPOL Brief n = 43, WLC n = 47) and 75 (77%) at follow-up 
(TPOL Brief n = 37, WLC n = 38).  
Short-term Intervention Effects  
Table 2 contains descriptive statistics for both conditions at pre- and post-intervention, 
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as well as univariate F values and effect sizes (Cohen’s d) for all significant condition effects.  
Child behavior and parenting. Analysis of child behavior Problem and Intensity 
scores on the ECBI using MANCOVA revealed no significant condition effect, F(2,195) = 
1.13–1.21, p = .299–.324. No significant multivariate effect was evident for child adjustment 
and parent efficacy on the CAPES, F(3,193) = 0.16–0.37, p = .777–.921. 
MANCOVA revealed a significant condition effect for parenting style on the PS, 
F(3,193) = 7.49–8.53 , p < .001. Univariate analyses indicated that TPOL Brief parents 
reported significantly lower use of dysfunctional parenting in each of the Laxness, Over-
reactivity and Verbosity domains than WLC parents. The effect sizes were small to medium. 
There was a significant multivariate condition effect on parent-reported Behavior 
Concerns and Parent Confidence, F(2,195) = 3.41–4.01, p = .020–.035. TPOL Brief parents 
were significantly more confident in dealing with behavior problems at post-assessment, 
compared to WLC, and the effect was medium. No significant condition effect was evident 
for observed child negative behavior, F(1,86) = 1.83, p =.180, or observed parent negative 
behavior F(1,86) = 2.30, p =.133. The baseline rates per minute of observed disruptive child 
behavior and ineffective parenting were low. 
Parental anger, conflict over parenting and parent adjustment. There was no 
significant multivariate condition effect for parental anger on the PAI, F(2,195) = 1.35–1.82, 
p = .164–.261. Mean scores for both groups were not elevated at pre-assessment (i.e. within 
the normal range; see Sedlar et al., 2001). Regarding conflict over parenting for two parent 
households, there was no significant multivariate effect for condition on the PPC Problem and 
Extent scales, F(2,155) = 0.81–1.61, p = .203–.446. Similarly, no condition effects were 
evident for parents’ DASS-21 Depression, Anxiety and Stress scores, F(3,193) = 1.92–2.38, p 
= .071–.127. Mean scores for both groups were not elevated at pre-assessment (i.e. within the 
normal range; see Lovibond et al., 1995).  
Long-term Intervention Effects  
Table 3 contains descriptive statistics for primary parents for both conditions at pre- 
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and follow-up assessment, as well as univariate F values and effect sizes (Cohen’s d) for all 
significant condition effects.  
Child behavior and parenting. Analysis of ECBI Problem and Intensity scores using 
MANCOVA revealed a significant condition effect for child behavior, F(2,195) = 3.29–3.62, 
p = .029–.039. Parents in TPOL Brief reported significantly lower intensity and significantly 
fewer child behavior problems than WLC, with small to medium effect sizes.  
MANCOVA on the CAPES was inconclusive, with four out of five imputed datasets 
showing a significant condition effect from pre-intervention to follow-up, F(3,193) = 2.37–
4.10, p = .008–.072. Follow-up univariate analyses indicated that parents receiving TPOL 
Brief reported higher levels of confidence, with a small effect size. 
MANCOVA revealed a significant condition effect for parenting style on the PS, 
F(3,193) = 6.25–8.52, p < .001. Univariate analyses indicated that TPOL Brief parents 
continued to report significantly lower use of dysfunctional parenting in each of the Laxness, 
Over-reactivity and Verbosity domains than WLC at follow-up. The effect sizes were small to 
medium (see Table 3).  
There was a significant condition effect on parent-reported Behavior Concerns and 
Parent Confidence, F(2,195) = 8.87–10.59, p < .001. Intervention group parents reported 
significantly fewer concerns and were more confident at follow-up assessment, compared to 
WLC, with effect sizes being small and medium.  
Analysis of observed child negative behavior and observed parent negative behavior 
using ANCOVA revealed no significant condition effects, F(1,71) = 0.54, p = .467 and 
F(1,71) = 0.01, p = .911, respectively.  
Parental anger, conflict over parenting and parent adjustment. As at post-
assessment, there was no significant multivariate effect for condition at follow-up for parental 
anger on the PAI, F(2,195) = 0.69–1.36, p = .260–.505, conflict over parenting on the PPC 
Problem and Extent scales, F(2,155) = 1.50–2.30, p = .104–.227 or for parental adjustment on 
the DASS-21, F(3,193) = 1.25–1.68, p = .172–.295. As noted above, mean scores for both 
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groups on the PAI and DASS-21 were not elevated at pre-assessment and fell in the normal 
range on these measures.  
Clinical Significance of Change  
Table 4 contains descriptive statistics and χ2 values for measures of clinically 
significant change and statistically reliable change across the primary outcome measures. The 
intervention group showed significantly greater movement from the clinically elevated to 
nonclinical range for parenting style on the PS Over-reactivity and Verbosity subscales. 
Condition effects for clinically significant improvement on the PS Laxness subscale and 
ECBI Intensity scale were inconclusive as the range of p-values for the five multiply imputed 
datasets included significant as well as non-significant results. There was no group difference 
for clinically significant change on the ECBI Problem scale. In terms of reliable change, there 
was a significant intervention effect for the PS Over-reactivity and Verbosity scales only.  
Dosage Effects 
To investigate possible dosage effects at 9-month follow-up assessment, we carried 
out a series of MANCOVAs, comparing Intervention group parents who completed at least 
minimum dose (introductory module plus one exemplar module), Intervention group parents 
who completed less than minimum dose, and Control group parents. Pre-intervention levels of 
the outcome measures were included as covariates. Where multivariate effects were 
significant, contrasts were examined to determine differences between Minimum dose and 
Control group, and Less than minimum dose and Control group. There was a significant effect 
of dosage on parent-reported Behavior Concerns and Parent Confidence, and on dysfunctional 
parenting. No dosage effect was evident for the other outcome measures. 
We first examined pre-assessment differences between parents who completed 
minimum dose and parents who did not. Completers reported lower levels of conflict over 
parenting at pre (PPC Problem F(1,79) = 5.85, p = .018; and PPC Extent F(1,79) = 9.95, p = 
.002) and their children were significantly younger F(1,98) = 6.50, p = .012. 
Regarding dosage effect analyses at follow-up, there was a multivariate condition 
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effect for parent-reported Behavior Concerns and Parent Confidence, F(4,390) = 4.66–5.86,  
p< .001–.001, with both subscales contributing to the effect: concerns F(2,83) = 3.14, p = 
.048 and confidence F(2,189) = 9.46, p < .001. Contrasts revealed a significant difference 
between TPOL Brief minimum dose and WLC for concerns p = .030–.214 and confidence p < 
.001, and between TPOL Brief less than minimum dose and WLC for concerns p =.005–.065 
and confidence p=.001–.002. Multivariate analysis of the CAPES was inconsistent across the 
MI data sets, F(6,386) = 1.71–2.25, p = .038–.118. Univariate ANCOVAs were examined and 
revealed no significant condition effects on the subscales: Behavioral F(2,151) = 0.40, p = 
.668, Emotional F(2,43) = 0.90, p = .415, Efficacy F(2,193) = 2.94, p=.055.  
There was a significant multivariate condition effect for the PS F(6,386) = 3.35–4.95, 
p<.001–.003, univariate ANCOVAs indicated effects on all three subscales: Laxness F(2,116) 
= 4.10, p =.019, Verbosity F(2,94) = 9.06, p < .001, Over-reactivity F(2,136) = 4.26, p = .016. 
Planned contrasts revealed that TPOL Brief participants that completed minimum dose or 
more reported significantly lower scores on all three subscales compared to WLC: Laxness p 
< .001–.010; Over-reactivity p = .033–.105; Verbosity p < .001–.003. Participants that 
completed less than minimum dose differed significantly from WLC on Over-reactivity p = 
.001–.012 and Verbosity p < .001, but not on Laxness p = .062–.271. 
There was no multivariate effect for the ECBI (F(4,390) = 1.65–1.94, p =.102–.161), 
PCPTOS child (F(2,70) = 2.20, p =.119), PCPTOS parent (F(2,70) = 0.10, p =.908), PAI 
(F(4,390) = 1.19–1.78, p = .133–.314), PPC (F(4,310) = 0.98–1.35,  p =.253–.420) or the 
DASS-21 (F(6,386) = 0.68–0.97, p =.448–.662). 
Program Use and Client Satisfaction 
Intervention use. Of the 98 parents who began TPOL Brief (i.e., logged on at least 
once to activate their account), at post-assessment, 62% (n = 61) had completed at least the 
recommended minimum dose of the introductory module plus one additional exemplar 
module. In addition, 53% completed 3 or more modules, 45% completed 4 or more modules, 
and 40% completed all 5 modules (n = 39). Thirteen per cent had completed the introductory 
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module only, and 25% did not complete any modules, although the majority of users 
completed some activities within the introductory module. Average module completion time 
was around 2 hours for the introductory module and 45 minutes for the exemplar modules, 
which was longer than expected, indicating that parents were exploring optional extra 
material such as additional video modeling of strategies. Overall, users logged on an average 
of 6 times (range 0–22) and spent about 228 minutes (range 0–785) on the program.  
Intervention feedback. Participants rated the intervention (e.g., topic relevance, 
content difficulty, clarity of sequence, time required) consistently highly, with an average 
rating of 4 out of 5. Table 5 displays mean ratings for all dimensions of program feedback. 
Client satisfaction. Parents in the intervention group reported high levels of 
satisfaction with TPOL Brief as measured by the CSQ, with a mean score of 40.34 out of 56 
(SD = 8.08). Eighty-eight per cent of participants rated the quality of the service they received 
as at least ‘good’ and 77% were at least ‘satisfied’ with the program. This includes ratings 
from all parents in the intervention group, regardless of whether they completed the program. 
Fifty-three per cent of parents also indicated that they felt `more positive´ or `much more 
positive´ towards parenting programs since participating (3% felt more negative), with 72% 
of participants reporting they were `likely´ or `very likely´ to participate in online parenting 
support in the future (13% unlikely); and 67% indicating they would be `likely´ or `very 
likely´ to participate in face-to-face support (12% unlikely). 
Discussion 
The findings of this study extend previous research indicating that self-directed 
parenting interventions delivered via the Internet can be effective at improving parenting for 
families with early onset child behavior difficulties, with a delayed impact on child behavior 
problems. This research provides empirical support for the efficacy of a brief, low-intensity 
online version of the Triple P – Positive Parenting Program. In line with the hypotheses, use 
of TPOL Brief was associated with significantly lower dysfunctional parenting, and greater 
parental confidence in dealing with problem behavior (four out of five self-report measures at 
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post-assessment and all five measures at 9-month follow-up) and lower parent-reported child 
behavior problems (three out of five self-report measures at follow-up), compared to WLC. 
Effect sizes were small to medium.  
The delayed effect on child behavior is in line with other studies indicating that self-
administered parenting programs with minimal therapist support show greater immediate 
improvements on child and parent outcomes, but that entirely self-administered interventions 
can achieve similar outcomes over the longer term (O'Brien & Daley, 2011). Improvements in 
child behavior and parenting may occur more gradually following a web-based self-help 
intervention, compared with face-to-face or therapist-assisted online interventions. The 
extended length of the WLC condition (11 months) in this study provides confidence in the 
findings and allows for more firm conclusions to be drawn about longer-term effects of 
parenting interventions as spontaneous remission is controlled for. 
Contrary to predictions, no significant improvements were evident for observed parent 
or child behavior, parental adjustment or anger. However, these were in the normal range pre 
intervention, creating a floor effect. The intervention also did not improve conflict over 
parenting for primary parents.  
Consumer feedback regarding design and usability of the program was positive and 
client satisfaction was high. Despite the positive feedback, 38% of participants did not 
complete the recommended minimum dose, which comprised the introductory module plus 
one exemplar module. It is important to bear in mind that TPOL Brief is a narrow focus 
program of low intensity that is aimed at parents with a few specific concerns about child 
behavior rather than families that require broad focus, intensive parenting skills training. 
Since parents are encouraged to complete the modules that are relevant to them and 
correspond with their current areas of concern, it is not necessarily recommended for a family 
to complete all modules. However, a higher rate of completion of minimum dose would be 
desirable. Minor differences in outcome were found in regard to whether or not participants 
had completed the minimum recommended dose of the program. All intervention participants, 
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regardless of dose, reported lower child behavior concerns and higher confidence in dealing 
with them, as well as lower scores on Over-reactivity and Verbosity compared to WLC. 
Participants who completed at least minimum dose additionally reported significantly lower 
Laxness compared to WLC, indicating that for some parenting strategies additional examples 
or practice may be required to create behavior change. This lends some support to the idea 
that although increased engagement with the program and completion of more modules may 
lead to better outcomes, even the completion of small parts of the program (less than two 
modules) can bring significant improvements. This raises the question about what the crucial 
parts of the intervention are and what is the minimally sufficient dose to achieve positive 
outcomes. If this type of intervention could be truncated into even smaller parts, it would for 
example lend itself to delivery as a topic specific parenting app on a smart phone. 
Nevertheless, further research should investigate which variables predict module 
completion and how parents can be encouraged to engage with the intervention at a level that 
maximizes benefits. One possible reason for the low completion rate could be that parents are 
initially interested in the format of an online intervention because it seems more convenient 
than many other options and is attractive, particularly if it is available at a low cost (or in this 
study free as part of a research project). It is comparatively easy to ‘opt in’ as there is no 
immediate requirement for action or commitment to participate in a face-to-face program at 
any particular time. Anecdotal evidence from this trial suggests that participants often do not 
actively ‘opt out’ of the program or decide not to participate further. They begin the program 
and have intentions to continue, but do not follow through before the period of access expires. 
The completely self-directed nature of the program requires a high level of self-motivation 
and commitment that parents may underestimate initially. Self-directed online programs like 
TPOL Brief give the user more autonomy, which means parents must take responsibility for 
the management of their progress. Further research should investigate strategies that lead to 
higher retention and engagement in online interventions. For example, a higher level of self-
efficacy has been linked to increased program adherence in online programs (Wangberg, 
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2008), so incorporating more strategies that increase parental self-efficacy in regard to 
program completion could be beneficial. In addition, incorporating more alert-based functions 
into the program (e.g., short summaries, tips and reminders via phone or email) could be 
beneficial as they have been shown to improve retention as well as outcome in e-mental 
health interventions (Whitton et al., 2015).  
Overall, the effects on child problem behavior (d =.27– .41) and dysfunctional 
parenting (d =.31– .51) were similar to those reported in a recent meta-analysis of digital-
based parent training by Baumel, Pawar, Kane, and Correll (2016). They were however 
smaller than those seen for TPOL (d =.78 and d =.42, respectively) or for Level 3 Triple P 
programs delivered face-to-face (child behavior problems d =.61, dysfunctional parenting d 
=.46; Sanders, Kirby, Tellegen, & Day, 2014).  
Nevertheless, the use of such a brief, cost-efficient intervention format as part of a 
comprehensive population level approach can still be beneficial, as even small effect sizes are 
meaningful at a population level. The brevity of the program could increase initial uptake, as 
parents may perceive such a short intervention as something manageable that they can fit into 
their lives. This minimally sufficient approach to online parenting support, where parents can 
access as much or as little as they need, makes participation more time-efficient and could 
result in greater adoption of parenting programs. For example, parents with lower levels of 
problems or who are seeking to prevent problems may benefit from completing just a few 
modules of TPOL Brief. In turn, parents that experience more entrenched problems in several 
areas may need to complete more exemplars or a more intensive version of the program 
(TPOL), possibly enhanced by therapist support in person, via telephone or online. 
Limitations 
The results of the study must be interpreted in the context of the somewhat low 
reliability of the Behavior Concerns and Parent Confidence Scale, and the verbosity subscale 
of the Parenting Scale. Furthermore, even though a concerted effort was made to recruit in 
suburbs identified as low-SES, low-income or otherwise disadvantaged, these families were 
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underrepresented. Participants had higher than average education, which may reduce the 
ability to generalize the results to higher-risk samples. Additionally, the study may have been 
underpowered to detect changes in behavior observations as clinic visits could only be carried 
out for half the sample and the base rates for observed negative child behavior and ineffective 
parenting strategies were very low, suggesting floor effects were operating. 
There was a large range regarding module completion times. Estimating the exact 
amount of time parents engaged with the program is difficult as it is not possible to detect 
whether parents are actively using the website or just have it open until it times out. More 
sophisticated tracking mechanisms would enable clearer conclusions to be drawn regarding 
minimally sufficient dose and true differences in program use amongst participants. 
Conclusions 
Brief online self-administered parenting interventions can be an effective and cost-
effective addition to more intensive programs and a valuable component of a public health 
approach. Further research should investigate the minimally sufficient dose needed to achieve 
positive outcomes and explore strategies to increase retention. 
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Table 1 Demographic Characteristics of the Sample  
 
TPOL Brief  
n = 100 
WLC  
n = 100   
Variable M (SD) M (SD) F (1,198) p 
Child age (years) 4.57 (1.88) 4.26 (1.93) 1.33 .251 
Respondent age (years) 35.74 (5.55) 35.75 (6.25) <.01 .990 
No. of children at home 2.02 (0.83) 2.09 (0.83) 0.36 .551 
 n (%) n (%) χ2 p 
Child gender   0.73 .394 
 Male 52 (52) 58 (58)   
 Female 48 (48) 42 (42)   
Respondent gender   0.00 1.000 
 Female  92 (92) 92 (92)   
 Male  8 (8) 8 (8)   
Family composition   2.56 .464 
 Original family 81 (81) 74 (74)   
 Step-family 5 (5) 6 (6)   
 Sole parent 12 (12) 14 (14)   
 Other 2 (2) 6 (6)   
Marital status   0.14 .713 
 Married/Defacto 83 (83) 81 (81)   
 Single/Divorced/Separated 17 (17) 19 (19)   
Years lived in Australia   2.92 .232 
 Born in Australia 75 (75) 75 (75)   
 10 years or more 11 (11) 17 (17)   
 2–10 years 14 (14) 8 (8)   
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Table 1 cont’d  
 
TPOL Brief  
n = 100 
WLC  
n = 100   
Variable n (%) n (%) χ2 p 
Education   1.65 .438 
 High school or less 17 (17) 23 (23)   
 Trade/Technical college 27 (27) 21 (21)   
 University  56 (56) 56 (56)   
Employment   0.26 .879 
 Full-time  26 (26) 23 (23)   
 Part-time 43 (43) 44 (44)   
 Not working 31 (31) 33 (33)   
Perceived financial comfort   0.02 .877 
Prosperous, very 
comfortable, reasonably 
comfortable 71 (71) 70 (70)   
 Just getting along, poor 29 (29) 30 (30)   
Internet confidence    1.5 .682 
 Not confident 0 (0) 1 (1)   
 Neutral 3 (3) 3 (3)   
 Confident 36 (36) 31 (31)   
 Totally confident 61 (61) 65 (65)   
Note. F = univariate ANOVA effect for condition; χ2 = Pearson’s chi-square 
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Figure 1 Participant Flow through the Study 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Lost to post assessment (n = 6) 
• Lost contact/reasons unknown (n = 5) 
• Partner disapproved (n = 1) 
Allocated to WLC (n = 100) 
 
 
Assessed for eligibility 
(n = 630) 
Excluded (n = 430) 
• Not meeting inclusion criteria (n = 356), 
     reasons: 
o Concerns not topics covered in 
program (n = 183) 
o Child behaviour problems not 
sufficiently elevated (n = 119) 
• Failed to complete pre-assessment (n = 74) 
Lost to follow-up (n = 13) 
• Lost contact/reasons unknown (n = 12) 
• Too busy (n = 1) 
Lost to post assessment (n = 9) 
• Lost contact/reasons unknown (n = 8) 
• Too busy (n = 1) 
Allocated to TPOL Brief (n = 100) 
• Received intervention (n = 98) 
• Did not receive intervention (n = 2)  
o moved interstate (n = 1) 
o child behaviour no longer a problem     
(n = 1) 
Lost to follow-up (n = 10) 
• Lost contact/reasons unknown (n = 10) 
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9 Month Follow-Up 
8 Week Post 
Randomized (n = 200) 
Enrollment 
Analyzed (n = 100) 
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Table 2 Short-term Intervention Effects  
 
TPOL Brief (n = 100) WLC (n = 100)  
 
Pre  Post  Pre  Post  ANCOVA 
Measure M SE M SE M SE M SE F df p d 95% CI 
Child behavior              
ECBI Intensity 148.28 2.64 130.73 3.20 144.06 2.69 131.57 2.96 c     
ECBI Problem 18.18 0.67 13.94 0.71 18.31 0.62 14.93 0.70 c     
CAPES Emotional 3.61 0.28 3.27 0.23 3.74 0.27 3.24 0.27 c     
CAPES Behavioral 35.90 0.97 31.76 1.18 35.23 1.05 30.89 1.06 c     
Behavior concerns 24.19 0.41 20.94 0.39 23.64 0.40 21.16 0.44 1.23 1, 190 .270   
PCPTOS child a 0.51 0.08 0.54 0.07 0.68 0.07 0.55 0.06 1.83 1, 86 .180   
Parenting              
CAPES Efficacy 122.30 2.54 134.15 3.56 122.50 2.7 132.33 3.10 c     
PS Laxness 2.95 0.08 2.51 0.07 2.93 0.09 2.71 0.08 8.24 1, 195   .005** 0.26 -0.02 – 0.53 
PS Over-reactivity 3.34 0.08 2.90 0.08 3.32 0.09 3.08 0.10 4.94  1, 182 .027* 0.24 -0.04 – 0.52 
PS Verbosity 3.90 0.08 3.31 0.08 3.85 0.09 3.73 0.09 21.60  1, 194 <.001*** 0.55 0.27 – 0.83 
Parent confidence 70.70 1.23 83.59 1.53 72.38 1.62 78.71 1.57 6.67  1, 194   .011* 0.45 0.17 – 0.73 
PCPTOS parent a 0.02 0.01 0.05 0.01 0.07 0.03 0.03 0.01 2.30 1, 86 .133   
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Table 2 cont’d 
Parental anger, conflict over parenting and parent adjustment 
PAI Problem 27.80 0.77 26.23 0.80 28.19 0.78 26.09 0.76 c     
PAI Intensity 115.72 2.80 107.34 3.04 113.50 3.39 111.88 3.50 
c
 
    
PPC Problem b 6.48 0.45 6.19 0.43 5.63 0.40 5.76 0.40 
c
 
    
PPC Extent b 38.84 2.09 34.05 1.62 34.85 2.02 34.03 1.82 
c
 
    
DASS Depression 6.44 0.70 4.49 0.48 7.06 0.81 6.19 0.79 
c
 
    
DASS Anxiety 3.58 0.51 3.02 0.52 4.08 0.59 4.23 0.64 
c
 
    
DASS Stress 13.88 0.80 11.15 0.68 13.32 0.99 13.37 0.94 
c
 
    
Note. TPOL Brief = Triple P Online Brief, WLC = Waitlist Control, Pre and Post = pre- and post-intervention assessment consisting of pooled M 
and SE values from multiple imputation data sets, ANCOVA = univariate effect for condition (only reported where the multivariate effect was 
significant), d = Cohen’s d for pre-test post-test control group designs, PS = Parenting Scale, ECBI = Eyberg Child Behavior Inventory, CAPES 
= Child Adjustment and Parent Efficacy Scale, PCPTOS = Parent-Child Play Task Observation System, PAI = Parent Anger Inventory, PPC = 
Parent Problem Checklist, DASS = Depression Anxiety Stress Scales-21, a observed negative child and parent behavior, rate per minute, 
complete case analysis only for n = 48 (TPOL Brief) and n = 49 (WLC), b for two-parent households only, n = 81 (TPOL Brief), n = 79 (WLC), c 
multivariate effect not significant, *p < .05; **p < .01; ***p < .001.  
 
TPOL Brief (n = 100) WLC (n = 100)  
 
Pre  Post  Pre  Post  ANCOVA 
Measure M SE M SE M SE M SE F df p d 95% CI 
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Table 3 Long-term Intervention Effects 
 
TPOL Brief (n = 100) WLC (n = 100)  
 
Pre  FU  Pre  FU  ANCOVA 
Measure M SE M SE M SE M SE F df p d 95% CI 
Child behavior              
ECBI Intensity 148.28 2.64 123.56 2.75 144.06 2.69 130.20 3.01 6.57  1, 193    .011* 0.41 0.13 – 0.69 
ECBI Problem 18.18 0.67 13.41 0.75 18.32 0.62 15.30 0.74 3.67  1, 116    .058 0.27 -0.01 – 0.55 
CAPES Emotional 3.61 0.28 3.39 0.25 3.74 0.27 3.12 0.26 1.09 1, 50    .301   
CAPES Behavioral 35.90 0.97 29.56 0.98 35.23 1.05 30.19 1.06 0.60 1, 175    .440   
Behavior concerns 24.19 0.41 19.98 0.33 23.64 0.40 20.99 0.51 5.25 1, 124    .024* 0.39 0.11 – 0.66 
PCPTOS child a 0.51 0.08 0.33 0.04 0.68 0.07 0.41 0.05 0.54 1, 71    .467   
Parenting              
CAPES Efficacy 122.30 2.54 144.63 2.96 122.50 2.7 135.87 3.34 4.75  1, 195    .031* 0.34 0.06 – 0.62 
PS Laxness 2.95 0.08 2.44 0.07 2.93 0.09 2.69 0.09 7.31  1, 117    .008** 0.31 0.03 – 0.59 
PS Over-reactivity 3.34 0.08 2.88 0.08 3.32 0.09 3.12 0.08 7.23 1, 168    .008** 0.31 0.03 – 0.59 
PS Verbosity 3.90 0.08 3.26 0.09 3.85 0.09 3.65 0.08 18.17  1, 171  <.001*** 0.51 0.23 – 0.79 
Parent confidence 70.70 1.23 86.91 1.20 72.38 1.62 78.74 1.82 18.86 1, 184  <.001*** 0.68 0.40 – 0.97 
PCPTOS parent a 0.02 0.01 0.02 0.01 0.07 0.03 0.05 0.02 0.01 1, 71    .911   
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Table 3 cont’d 
 
TPOL Brief (n = 100) WLC (n = 100)  
 
Pre  FU  Pre  FU  ANCOVA 
Measure M SE M SE M SE M SE F df p d 95% CI 
Parental anger, conflict over parenting and parent adjustment 
PAI Problem 27.80 0.77 24.61 0.76 28.19 0.78 26.09 0.80 c  
  
 
PAI Intensity 115.72 2.80 106.87 2.72 113.41 3.39 107.67 3.05 
c 
    
PPC Problem b 6.48 0.45 6.48 0.39 5.63 0.40 5.27 0.37 c     
PPC Extent b 38.84 2.09 34.62 1.61 34.85 2.02 31.50 1.36 c     
DASS Depression 6.44 0.70 4.70 0.48 7.06 0.81 6.42 0.78 c     
DASS Anxiety 3.58 0.51 3.11 0.41 4.08 0.59 4.49 0.59 c     
DASS Stress 13.88 0.80 11.46 0.70 13.32 0.99 12.91 0.83 c     
Note. TPOL Brief = Triple P Online Brief, WLC = Waitlist Control, Pre and FU= pre-intervention and follow-up assessment consisting of pooled 
M and SE values from multiple imputation data sets, ANCOVA = univariate effect for condition (only reported where the multivariate effect was 
significant), d = Cohen’s d for pre-test post-test control group designs, PS = Parenting Scale, ECBI = Eyberg Child Behavior Inventory, CAPES= 
Child Adjustment and Parent Efficacy Scale, PCPTOS = Parent-Child Play Task Observation System, PAI = Parent Anger Inventory, PPC = 
Parent Problem Checklist, DASS = Depression Anxiety Stress Scales-21, a observed negative child and parent behavior, rate per minute, 
complete case analysis for n = 48 (TPOL Brief) and n = 49 (WLC), b for two-parent households only, n = 81 (TPOL Brief), n = 79 (WLC), c 
multivariate effect not significant, *p < .05; **p < .01; ***p < .001.  
M
AN
US
CR
IP
T
 
AC
CE
PT
ED
ACCEPTED MANUSCRIPT
Running head: TRIPLE P ONLINE BRIEF 36
Table 4 Clinical and Reliable Improvement at Follow-up Assessment 
 TPOL Brief 
n/na  (%) 
WLC  
n/na  (%) 
Clinical change Reliable change 
Measure 
Clinically 
improved 
Reliably 
improved 
Clinically 
improved 
Reliably 
improved 
χ
2
 p  χ2 p 
ECBI Intensity ≥131 41/75 (55) 38/100 (38) 28/70 (40) 32/100 (32) 2.02– 5.10 .024* – .155 0.55 – 1.08 .298 – .460 
ECBI Problem ≥15 31/70 (44) 41/100 (41) 24/72 (33) 32/100 (32) 0.42– 2.86 .091 – .516 0.55 – 3.09 .079 – .460 
PS Laxness ≥3.15 28/40 (70) 14/100 (14) 17/37 (46) 13/100 (13) 3.64– 5.62 .018* – .056 0.04 – 0.39 .535 – .836 
PS Over-reactivity ≥3.05 33/64 (52) 22/100 (22) 20/62 (32) 8/100 (8) 4.03– 6.53 .011* – .045* 4.39 – 11.66 .001** – .036* 
PS Verbosity ≥4.05 30/43 (70) 28/100 (28) 16/41 (39) 11/100 (11) 5.72– 10.68 .001** – .017* 5.38 – 11.50 .001** – .020* 
Note. TPOL Brief = Triple P Online Brief, WLC = Waitlist Control, Clinically improved =moved from clinical into nonclinical range; Reliably 
improved = Reliable Change Index > 1.96; χ2 =Pearson’s chi-square, range across multiply imputed data sets; PS = Parenting Scale; ECBI = 
Eyberg Child Behavior Inventory, a n for denominator represents the number of participants in the clinical range at pre-intervention, *p < .05; 
**p < .01. 
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Table 5 Mean Ratings of Program Feedback 
Feedback dimension M (SD) n = 83 
On each of the following dimensions, please indicate your ratings of TPOL Brief:  1= Strongly disagree to 5= Strongly agree 
The level of difficulty of the content was appropriate. 4.00 (0.75) 
The organization and sequence of the content was clear. 4.20 (0.56) 
The module topics were helpful and relevant to me. 4.16 (0.80) 
The time required to complete the modules was reasonable. 3.81 (0.89) 
The length of the video clips was appropriate. 3.88 (0.86) 
The activities were personalized and relevant to me. 3.83 (0.84) 
Please rate the online program in the following areas:  1= Very poor to 5= Very good  
Overall appearance of the site (e.g. design, layout, colors etc.) 4.15 (0.68) 
Navigation 4.16 (0.69) 
Quality of video clips 4.22 (0.66) 
Interactivity/level of engagement 4.02 (0.75) 
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Table 5 Mean Ratings of Program Feedback 
Feedback dimension M (SD) n = 83 
Please rate the usefulness of the resources provided: a 1= Not at all helpful to 5= Very helpful  
Workbook 3.91 (0.99)  
Worksheets  3.87 (1.01)  
Podcast 3.78 (1.15)  
Activity extras- show me more (clips, worksheets, hints) 3.97 (1.01)  
Note. a Reduced n due to additional option ‘don’t know/did not use’: workbook n = 70, worksheets n = 72, podcast n = 50, activity extras n = 71
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